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Objectives. There is increasing recognition that sleep problems are common in

patients with psychosis, that they exacerbate delusions and hallucinations and should be a

treatment target. The aim of this study was to gain a patient perspective on the nature of

sleep problems in psychosis and experience of treatment.

Design. A qualitative, semi-structured interview-based study to explore patient

accounts of sleep problems and associated psychological treatment.

Methods. Ten patients with recent delusions and hallucinations, who had experienced

sleep problems and received psychological treatment during a clinical trial (the Better

Sleep Trial), were interviewed. Responses were analysed using interpretative phe-

nomenological analysis.

Results. Patients reported experiencing problems of getting to sleep, staying asleep, too

much sleep, nightmares, and erratic sleep patterns. These sleep problems caused

emotional distress, fatigue, and reduction in daytime activities. Worry and psychotic

experiences disturbed sleep, while consequent tiredness meant that patients coped

poorly with voices and persecutory fears. Treatment for sleep problems was viewed very

positively and considered to have wide-ranging impacts.

Conclusions. Sleep disturbance is a major problem for patients with psychosis, which

should be treated more often in services using evidence-based interventions.

Practitioner points

� Psychological interventions for sleep problems are valued by patients with psychosis.

� Patients with current distressing psychotic experiences report wide-ranging benefits from a brief

psychological intervention for sleep problems.
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Sleep disturbance may be a contributory cause, rather than a consequence, of many

mental health problems (Anderson & Bradley, 2013; Baglioni et al., 2011; Harvey, 2008).

In patients with psychosis the presence of sleep problems, including difficulties getting

and staying asleep (Monti & Monti, 2005) and circadian rhythm disruption (Wulff, Dijk,
Middleton, Foster, & Joyce, 2012), have been documented. Indeed, over half of patients

with persecutory delusions report insomnia (Freeman, Pugh, Vorontsova, & Southgate,

2009). Problemswith sleep predict the occurrence of psychotic experiences, low quality

of life, and impaired coping (Freeman et al., 2012; Hofstetter, Lysaker, & Mayeda, 2005;

Ruhrmann et al., 2010). Moreover, treating the sleep problems experienced by patients

with psychosis is important in its own right and may also lessen the psychotic

experiences. The recommended first line treatment for themost common sleep problem,

insomnia, is cognitive-behavioural therapy (CBT; Mitchell, Gehrman, Perlis, & Umscheid,
2012). There is evidence that for patients with psychosis, this treatment does improve

sleep and may also reduce delusions and hallucinations (Myers, Startup, & Freeman,

2011). Recently, we have conducted a pilot randomized controlled trial (RCT) targeting

sleep problems in 50 patients with delusions and hallucinations in the context of non-

affective psychosis (Freeman et al., 2013). Uptake of CBT for sleep problems was very

high. The outcome data indicated that CBT, with adaptations for this population, is likely

to have large benefits for improving sleep (Cohen’s d effect size = 1.9, 95% CI = 0.9, 2.9;

Freeman et al., in press).
Despite developments in identifying the prevalence of sleep disturbance amongst

patients with psychosis, there is a lack of research exploring the patient perspective. This is

especially important as accounts from non-psychosis populations highlight that insomnia

has a major impact on quality of life, but is often not understood and is assumed to be a

secondaryconsequenceofothermental andphysical healthconditions includingdepression

(Carey, Moul, Pilkonis, Germain, & Buysse, 2005) and cancer (Fleming, Gillespie, & Espie,

2010). In a narrative review of patient perspectives on sleep problems and their treatment,

themes of daytime impairment and difficulties accessing health care were highlighted
(Cheung, Bartlett, Armour, & Saini, 2013). However, only one of the 43 studies included in

the review involved participantswho experienced sleep disturbance in the context of other

mental health problems (Collier, Skitt, & Cutts, 2003). Therefore, the experience of sleep

disturbance and its treatment in patients with psychosis remains to be explored.

In this emerging area, patients’ descriptions of their experiences of sleep problems,

potential interactions with psychotic experiences, and experience of evidence-based

treatment for sleep have yet to be reported. They are likely to prove an important guide for

developments inunderstanding and treatingsleepproblems inpsychosis. Therefore, the aim
of this studywas to furtherunderstand theexperienceof sleepproblems inpsychosis and the

potential therapeutic benefit and experience of CBT for people with psychosis. This study

uses interpretativephenomenological analysis (IPA) toexplorefirstpersonaccountsof sleep

disturbance and therapy targeted at improving sleep in the context of current psychosis.

Method

Participants

Ten patients with psychosis who had recently received cognitive-behavioural treatment

for insomnia took part. The participants were recruited from the active arm of a RCT

testing CBT for insomnia for patients with delusions and/or hallucinations (Freeman

et al., 2013, in press). See Table 1 for clinical details.
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Intervention

The aim was to provide the insomnia intervention in eight sessions over twelve weeks,

allowing for individual flexibility in the exact number of sessions. Patients were seen

individually. The intervention is written in a manual. The main techniques, which are
standard sleep interventions, were taken from fourmain sources (Espie, 2006; Freeman&

Freeman, 2010; Harvey, Sharpley, Ree, Stinson, & Clark, 2007; Meir & Kryger, 2004).

Initially, the sessions focused upon psycho-education about sleep difficulties, assessment

of the triggering andmaintenance of sleep difficulties, and goal setting. Sleep diaries were

kept, and some patients used actigraphy watches during therapy. Key therapeutic

techniques included the following: Stimulus control (setting appropriate and regular

sleep times, not doing anything else in thebedor bedroomapart from sleeping, not staying

in bed if not able to sleep for longer than 20–30 min, stopping daytime naps); stabilizing
circadian rhythms (e.g., gradually resetting sleep and wake times for those patients with

phase disorders, exposure to sunlight in the morning, regular mealtimes); sleep hygiene

and relaxation; increasing daytime activity; and, less often, cognitive techniques to

address unhelpful beliefs about sleep, attentional bias, and safety behaviours. Key

adaptations to the treatment have been identified (Waite et al., 2016).

Procedure
Ethical approval for this study was obtained from an NHS research ethics committee. The

interviews were conducted at participants’ homes or at the local clinical team and ranged

between 25 and 69 min. The interviewswere conducted and audio-recorded byN. Evans,

an independent research worker, and transcribed verbatim.

Semi-structured interview

The qualitative method of IPA focuses on understanding the lived experience and how an
individual makes sense of that experience (Smith, 1996). A semi-structured interviewwas

developed by D. Freeman, N. Evans, H. Startup, E. Myers, using guidance on IPA

methodology (Smith, Flowers, & Larkin, 2009). This included open-ended questions on

three main areas: The nature of the sleep problem (e.g., ‘What was your sleep like before

the therapy?’); any changes following therapy (e.g., ‘After having had the therapy, what is

your sleep like now?’); and the experience of taking part in therapy (e.g., ‘How was your

experience of this therapy?’). The interview schedule was used flexibly, additional verbal

and non-verbal cues were given to encourage elaboration, and participants’ own
vocabulary was used. In addition, participants completed a 4-point Likert scale indicating

their overall satisfaction with therapy.

Analysis

Interpretative phenomenological analysis is an idiographic approach focused on how an

individual experiences and makes sense of a specific phenomenon, and is considered a

helpful method to explore the experience and treatment of psychosis (Kilbride et al.,
2013; Smith et al., 2009) and the experience and treatment of sleep problems (Carey

et al., 2005; Kyle, Morgan, & Espie, 2010; Kyle, Morgan, Spiegelhalder, & Espie, 2011).

Analysis followed the procedure outlined by Smith et al. (2009) and was primarily

conducted by F. Waite and N. Evans. F. Waite and N. Evans completed independent

analysis on each transcript before discussions to consider credibility of the coding.
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F. Waite completed a reflexive log throughout analysis. Initial exploratory comments

were noted and these were developed into emergent transcript themes. Through an

iterative process, the emergent themes were clustered and organized into superordinate

themes. The superordinate themes were reviewed by D. Freeman. Discrepancies
between interpretations were discussed and the transcripts revisited. Similarities and

differences in accounts, both within and between participants, were explored to ensure

the themeswere grounded in the data. The cross checking of data by different researchers

within the group provided opportunities to enhance the credibility of the findings. The

Yardley (2000, 2008) criteria for enhancing quality in qualitative research were used

throughout the study. The criteria include sensitivity to context, commitment and rigour,

transparency and coherence, and impact and importance. Specific adaptations of these

criteria for IPA were informed by Smith et al. (2009).

Results

Six superordinate themes were identified (Table 2). The first three superordinate themes

concerned the experience of sleep problems and their interactionwith psychosis, and the

last three themes concerned the treatment experience. The superordinate and related
subordinate themes (noted in the main text in italics) are presented by research question

and discussed in detail below. To ensure transparency, anonymized quotes (with

reference to the participant number) are used to reflect participants’ experiences.

Experience of sleep problems

The nature of sleep problems: ‘Trying to sleep but I couldn’t’ (Participant 5)

The first superordinate theme captured descriptions of the nature of sleep problems.

Participants’ described experiences of insomnia: ‘I used to stay in bed trying to get some

sleep for hours, things going throughmymind. I used towake up in themiddle of the night

and I used to get up very early in the morning as well’ (8).
A feature of sleep disturbancewas the frustration and effort to attempt to sleep: ‘It was

frustrating because I was trying to sleep and couldn’t sleep’ (5), ‘it would bother me that I

hadn’t gone to sleep and I would get more worked up about it, which means I was less

likely to get to sleep’ (2). Worry was described as a major cause of disruption to sleep, ‘I

used to sit and worry all night. I used to use that as my worry time’ (10). The content of

Table 2. Overview of superordinate and subordinate themes

Superordinate and subordinate themes

1. Nature of sleep problems: ‘Trying to sleep but I couldn’t’ (5)

2. Impact of sleep problems: ‘When I’m tired, everything is worse’ (1)

3. Interaction of sleep problems and psychosis: ‘A nightmare you can’t get out of’ (4)

4. Positive changes following therapy: ‘It sorted out my sleep and I am a better person for it’ (10)

5. Developing new knowledge and skills: ‘Tools for my sleep’ (9)

a. Easy and understandable process: ‘Straightforward really, really easy to learn’ (1)

b. Effortful and challenging process: ‘I stuck with it’ (4)

6. Therapy style: ‘A different approach’ (10)

Note. Participant number reported for each quotation.
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worry included daily tasks, finances, and living situation, although for some participants

theworries focused specifically on fears of persecution fromothers, ‘I always thinkpeople

are trying to kill me’ (8) or concerns about relapse and psychotic symptoms, ‘suddenly

start worrying that I didn’t have enough medication’ (4).
Sleep was described as broken and often featured distressing dreams and nightmares:

‘I got broken sleep; I kept waking up and going in to dreams’ (7). Nightmares further

disrupted sleep by causing sleep avoidance: ‘Bad nightmares and night terrors and so I

tried to stay awake longer’ (2).

Participants reported circadian rhythm disruption (changes to their body clocks),

describing their sleep as ‘very erratic’ (6), ‘all over the place’ (3), ‘it was so hectic, it was so

messed up’ (4). Further disruption to circadian rhythm was caused by daytime naps used

to manage poor sleep: ‘Because I was getting less sleep it made me take more naps in the
day’ (5). Participants reported a phase advance, going to bed very early, or phase delay,

going to bed very late, or an erratic patternwith amixture of too little and toomuch sleep.

These extended periods of sleep or hypersomnia disrupted the daytime schedule, for

example having ‘breakfast at 2 pm’ (3).

Impact of sleep problems: ‘When I’m tired, everything is worse’ (1)

The second superordinate theme concerned the impact of sleepproblems on thepatients’
lives. This included emotional distress, fatigue, and lost opportunities for daytime

activities. Participants noted a range of emotional responses to sleep problems, including

increased agitation, ‘bitmore agitated if I haven’t slept for in 2 or 3 days’ (2), ‘Iwas stroppy

all the time’ (10) and increased anxiety, ‘I ammorenervous andworried if I don’t get sleep’

(7). The pervasive fatigue, ‘I was shattered all the time’ (1), was so disruptive one

participant commented, ‘I am going to fall asleep here’ (9) during the interview.

One of the most striking features of participants’ accounts was the impact on daytime

functioning. Participants described ‘missing out’ (1) on daytime activities, ‘it annoyedme,
because I was just wasting time really being asleep all day’ (3). Sleep disturbance reduced

participants’ opportunities to complete daily tasks: ‘It wasn’t givingme enough time to do

what I wanted during the day’ (3), ‘I used to do my shop during the night because I didn’t

have time to do it during the day’ (10). Sleep disturbance had an impact on social

relationships, ‘it was affecting my social life’ (10). In contrast, however, two participants

described ‘leading life normally’ (2) despite sleep disturbance. These participants noted,

‘it wasn’t really bothering me because I got used to it’ (2) and therefore ‘I was still able to

do things during the day’ (6).

Interaction of sleep problems and psychosis: ‘A nightmare you can’t get out of’ (4)

Participants described a bidirectional causal relationship between sleep disturbance and

psychotic experiences. Participants described how, ‘the voices wrecked my sleep’ (4) in

particular distressing voices prevented sleep onset: ‘Trying to sleep and they [the voices]

distract me and they keep me awake’ (5). The distressing nature of hearing voices led to

frustration, hyperarousal and delayed sleep onset: ‘Annoying, frustrating, makes youwant
to pull your hair out, especially when you’re trying to sleep at night and he [the voice]

won’t shut up talking. . . It is hard to try and go to sleep if he is in one of his annoying

moods because mymind can’t switch off because although I am not trying to concentrate

on him, when someone speaks you automatically hear what they are saying. So it is like

that for me, I still register what he says and then my mind is still thinking and then I think
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about what he says. It is quite difficult in that respect and that hasn’t helped my sleep’

(10). These experiences led to fear and anxiety which further disrupted sleep, ‘he

[the voice] makes weird shadows when I am trying to sleep and it kind of freaks me out’

(10). Beliefs about persecution resulted in further disruption to sleep: ‘They [the voices]
wouldmakeme lie down between 4 pm and 5 pm or else they said they would kill me if I

didn’t’ (7). Avoidance of sleep resulted from fears related to plots or schemes developed,

while the participant was asleep, for example ‘they have had time to get it together’ (3).

Sleep problems reduced participants’ capacity to cope with distressing voices: ‘When

I’m tired it gets worse because I don’t have the strength to fight them as much’ (1) and

strengthened conviction in fears of persecution, ‘the more tired I am the worse they get’

(3). Sleep was identified as a way of improving psychotic experiences, ‘sometimes my

voices would be better as well from sleeping’ (2). Thus, participants’ accounts sometimes
noted a bidirectional relationship between sleep problems and psychotic experiences.

Sleep was identified as a way of coping but also as an escape from psychotic

experiences. Participant 7 spoke extensively about finding respite from psychotic

experiences in bed, ‘I was alright once I got in to bed. . .they [the voices] would usually go

on, but it doesn’t affect me in bed. It is about the only place it doesn’t’ (7). The participant

described beliefs about why sleep provided a respite from psychotic experiences, ‘they

[the voices] fly out of your head when you are asleep’ (7). This reflects the intricate

relationship between sleep disturbance and psychotic experiences.

Experience of therapy

Positive changes following therapy: ‘It sorted out my sleep and I am a better person for it’ (10)

The fourth superordinate theme concerned the breadth of positive changes following the

therapy. Many participants reported improvements in their sleep, their capacity to cope

with psychotic experiences, their general well-being, including mood, hope for the

future, and sense of self and finally improvements in social functioning.

Participants’ reported clear and meaningful improvements in sleep: ‘I am getting

better sleep’ (3). This included the following: ‘I go to sleep earlier’ (7), ‘I tend to sleep

for longer and it is not so broken’ (7), and ‘I don’t feel so tired now’ (7). These changes
were noted as significant improvements, ‘it is completely different now’ (10). There was

a shift from the effortful, frustrated attempts to sleep, to a natural occurrence of sleep,

‘I just sleep’ (9), ‘I don’t get as worked up about it and I do get to sleep more often now’

(2). Bed was re-associated with sleep, ‘when I am tired I go to bed and I can sleep’ (6),

and there was a reduction in night time worry, ‘I can switch my mind off’ (10). In

summary, participants stated that the intervention improved sleep: ‘It has helped me to

sleep’ (6).

Improvements in psychotic experiences were reported by a number of participants,
and these changes were specifically attributed to improved sleep: ‘Calming my voices in

mymind down aswell because I am sleeping a lotmore’ (5). Other participants noted that

improved sleep led to increased resources to cope with and challenge psychotic

experiences: ‘The way I try and manage and cope with him [the voice] is different’ (10).

However, some participants were cautious about not overselling the improvements, ‘it’s

not as bad as itwas’ (1) andnoted that they continued to strugglewithmanaging psychotic

experiences for example fears of persecution restricting daytime activity, ‘I still find that

quite difficult’ (3). Participants’ accounts highlighted improvements in psychotic
experiences, reduction in frequency and distress, increased capacity for and ways of
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coping ‘If I sleep I can do everything better’ (10), ‘I feel more in control, I feel I can do

things’ (3); however, no participants reported a complete absence of distressing

psychotic experiences after treatment.

The improvements in sleep led to wider improvements, ‘I feel a bit better now I am
sleeping better’ (2). These included improvements in well-being, ‘I feel stronger mentally

and physically’ (7), reduced anxiety ‘I am less anxious, a lot calmer’ (5) improved mood

and hope for the future, ‘I wake up feeling more optimistic and happier’ (2), a sense of

normality or being normal, ‘I feel a bit more normal’ (3), ‘live a normal life again and am

being a normal person’ (4) and improved self-esteem, ‘I wake up now feeling a lot better

about myself’ (2).

Daily functioning changed following therapy, ‘my whole lifestyle has changed’ (10).

This increase in activity, for example ‘my days are busier’ (1), included practical
adjustments, ‘more time in themorning to get things done’ (7), social changes, ‘doing a lot

more with my friends’ (3) and increases in meaningful activity, ‘signed up to go back to

college’ (2). In sum, participants noted that sleepwas a key factor for a range of significant

outcomes: ‘Teaching me how to sleep, how to be well’ (4).

Participants made clear attributions of these wider positive outcomes to improve-

ments in sleep: ‘Because of sleep, because then you have more energy to tackle the

problem, I think it is the sleep that helped me this time’ (4), ‘it must be my sleep’ (1).

However, others noted that the changes were ‘intertwined’ (5) as, ‘sorting out one thing
meant I could address another’ (5).

Developing new knowledge and skills: ‘Tools for my sleep’ (9)

The fifth superordinate theme concerned the process of developing new skills for

improving sleep. It features two contrasting elements: 5a Easy and understandable

process: ‘Straightforward really, really easy to learn’ (1) and 5b Effortful and challenging

process: ‘I stuck with it’ (4).
Participants often described developing a new understanding of their sleep problems

based on the sleep diaries, ‘from the sleep pattern you can see your mind and body

reaction in the chart’ (4). Reviewing material related to causes of sleep disturbance aided

development of a clear formulation and rationale for treatment, for example ‘wewent a lot

through the routes and causes of my sleep problems to try and solve those’ (2) and ‘my

pattern had shifted like jet lag, and that was why I couldn’t sleep at night and then was

waking up late in the day. So, we would move it gradually back and that really worked

reallywell’ (3). This process ‘was interesting’ (8) andparticipants noted the importance of
personal understanding as well as clarity of ideas, ‘it all makes sense, and it all made sense

to me’ (3).

Participants described the volume of strategies developed in therapy: ‘There were

absolutely loads of techniques’ (10). There was a split between those participants

describing the range of strategies as important, ‘all the tools, all of it’ (3) and those who

identified one key strategy, for example, ‘cutting out the coke [drink]’ (6) or ‘condensing

the sleep’ (7). For these participants, itwas not thebreadthor rangeof strategies but rather

the application of one specific strategy which led to meaningful improvements in their
sleep.

The varied accounts of key therapy strategies reflected the personalized formulations

ofmaintenance factors. The key strategies included ‘getting in to a routine, the rise up and

bedtime routine’ (9), ‘the routine that is what really made the difference’ (8), reducing

worry and anxiety including using relaxation exercises/CD, ‘that helped to calm me
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down’ (5) and increasing daytime activity, ‘went for walks and that, it tires me out’ (9).

However, the main strategy dominating participants’ accounts was the use of stimulus

control and their newly developed ‘sleeping zone’ (10): ‘Just associating the bedroom

with sleep rather than watching TV’ (8).
Participants noted that the recovery trajectorywas not simple, ‘to startwith it didn’t go

well, it went worse, then it just got better and better’ (4) and thus therapy required

effortful determination to overcome challenges. Goal setting followed by monitoring

progress helped to boost motivation, ‘I enjoyed trying to achieve my goals and achieving

them’ (10). This included using actigraphy for feedback, ‘using the [actigraphy] watch

data as well to actually see the changes to see how much you are improving, that helped

because it does fill you with a bit of confidence when you can see physically see that it is

improving’ (2). Participants described a sense of personal responsibility and effort for
change, ‘I tried hard at this stuff’ (5).

Some participants described challenges in the therapy process. This included

challenges to motivation ‘quite hard to keep myself motivated to do it’ (2), difficulties

remembering to implement strategies ‘I keep forgetting to do them’ (7) or not attempting

strategies, ‘I haven’t tried it yet’ (9). However, participants also described how psychotic

experiences influenced therapy, ‘[the voice] sometimes doesn’t like the fact that I am

trying to sort out my sleep and sort out other things and he is quite nasty about it

sometimes’ (10). For some participants, this led to adaptations in therapy, for example,
‘the therapist said you should get up and do something instead of just lying there and I said

that the voices wouldn’t let me. So the therapist said you have to do the relaxation

exercises in bed instead’ (7). This reflects the adaptationswhichmay be necessary and the

importance of flexibility to overcome the influence of psychotic experiences on the

treatment.

Therapy style: ‘A different approach’ (10)

The sixth superordinate theme concerned the style of the intervention. The therapy

experience was described in contrast to participants’ previous experiences of help.

Previous input often focused on the use of medication or sleep hygiene reading

materials which was not perceived as particularly beneficial, ‘did help a little bit but it

didn’t make a lot of difference’ (2). The previous experiences of help influenced

participants’ treatment expectations: ‘I didn’t think it would work, because nothing

else had worked so far’ (1). In contrast, ‘I had CBT before and that worked for some

other things that I had problems with so I thought it would be a good idea to give it a
go’ (8). Some participants were hopeful about treatment, ‘I believed it would help me

with my sleep’ (6). However, others were willing to engage but did not expect

changes: ‘I will give it a shot, but it is not going to work’ (10). The willingness to

engage with the intervention was driven by the combination of a desire for help,

frustration and a lack of other options, for example participants said, ‘I’ve got to try

something’ (8) and ‘I’ve got nothing to lose’ (1). Indeed participants noted it was ‘a

refreshing changes to get some help’ (7).

This intervention was seen as distinct from previous experiences of help as it was ‘a
different approach’ (10). Participants described an overall positive experience of the

therapy, ‘it was really, really good. Really good. I was really impressed. I didn’t think it was

going to help or anything. I am really impressed’ (10). The therapywas perceived as client

led, ‘on your own terms instead of feeling you have to do it’ (10), and active, ‘a “try and do”

therapy’ (10). This practical and active approach, for example going forwalks, was valued
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by participants. One participant noted the sessions which were less helpful were when

there was, ‘too much talking!’ (9).
The therapeutic alliancewas highlighted by all participants. Specific skills contributed

to the development of a strong therapeutic alliance, for example active listening: ‘She
listened; she took the things I said on board’ (2). Participants described a sense of

connection and being cared for by the therapist, ‘she was really easy to get on with, really

easy to talk to and she actually really did care and she really actually did want to help,

which I had never really got that sort of vibe off anyone else before. I think she made the

therapy really good. She stood out and really made everything else stand out’ (10). This

example highlights how the therapeutic alliance and attributes of the therapist influenced

the treatment experience and efficacy.

The commitment of the therapist facilitated engagement andmotivation, for example,
‘she wanted to help me, she was efficient, enthusiastic’ (6). Collaboration was facilitated

by developing shared rationales and understanding: ‘She was very open and honest with

me about what she was going to do, or try to do’ (1). Participants described collaboration

as joint working, for example: ‘We worked it out’ (3). Collaboration also included the

therapist acting as a support, ‘she was always there to back me up’ (1). This interaction

between therapist and participant resulted in empowerment, ‘because of her I helped

myself’ (4).

The strong therapeutic alliance and active focus were highly valued by participants.
The overall experience of this new approach was described as very helpful. One

participant commented, ‘I’d happily do it a million times over’ (10).

Satisfaction with treatment

Participants rated their satisfaction/dissatisfaction with the treatment on a 4-point Likert

scale. A total of eight participants rated being ‘very satisfied’ (score of 4) and two

participants rated being ‘satisfied’ (score of 3) with the treatment.

Discussion

This is the first report of patient experiences of sleep problems in the context of

psychosis. Ten patients who had delusions and hallucinations, sleep problems, and

received psychological help for insomniawere interviewed. The accountswere strikingly
rich, providing strong indications of the variety of sleep problems experienced in

psychosis, the significant impact that they have on day-to-day life, and the positivity from

patients about receiving an optimal intervention for their concerns. A bidirectional link

between sleep and psychotic experiences was reported, supporting bothmodels specific

to psychosis (Freeman et al., 2010) and thewider view that sleep disturbance andmental

health interact reciprocally via changes in mood regulation, cognitive functioning, and

daily activity (Harvey, 2008).

The negative daytime effects or impact of sleep problems identified are similar to those
reported in previous IPA research exploring the experiences of people with persistent

insomnia (Carey et al., 2005; Kyle et al., 2010). The key areas of similarity relate to those

aspects of the daytime effects which adjusted following therapy, for example increased

social contact, feeling more energized and engaging with activities, such as returning to

college. In contrast, the impact and interaction of psychosis on sleep are novel features

which have not been previously reported in qualitative research.
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With regard to the experience of treatment, there are similarities with previous IPA

research in the field of cognitive-behavioural therapy for psychosis (CBTp; Kilbride

et al., 2013) and CBT for insomnia (Kyle et al., 2011). In their user-led IPA paper

exploring CBTp, Kilbride et al. (2013) detail the importance of a clear, understand-
able, and engaging approach. Similarities with themes identified from an IPA study of

the experience of sleep restriction therapy (Kyle et al., 2011) include the negative

effects and desperation for help (‘at the end of my tether’), challenges to engaging

with strategies (‘adherence and adjustment’), positive changes to sleep (‘actually want

to go to bed now’), and wider outcomes including feeling calmer, enhanced

motivation, and increased daily activity (‘daytime functioning: A thermometer for

success?’). This suggests similarities in the experience of therapies for sleep problems

amongst people with and without experiences of psychosis and that an engaging and
understandable approach is valued when working with people with psychosis.

However, specific consideration of how psychotic experiences impact on sleep and its

treatment are unique features which have not been previously reported and indicate a

potentially important area for future research.

The participants are a selected group, in the context of a research trial, and therefore,

there is clearly a potential bias in their experiences. However, IPA research does not aim to

produce generalizable results but rather inform theoretical and clinical applications from

first person accounts. We consider that the accounts described in this paper will prove a
valuable resource that will meet such aims. Where the bias is most likely to occur is the

enthusiasm for the psychological treatment. The positive experiences of treatment

described by the participants in this studymay not reflect thewider population. However,

there is a substantial literature showing the benefits of such interventions for insomnia

(Sivertsen et al., 2006). Our work gives every indication that it is applicable, suitably

modified, to patients with psychosis (Freeman et al., in press; Myers et al., 2011). There

was clear appreciation by these patients for practical, collaborative treatment work on an

important problem to them.
This is the first published account of patients’ experiences of sleep problems and their

treatment in peoplewith psychosis. The themes identified indicate that sleep disturbance

is a major problem which interacts in a bidirectional relationship with psychosis.

Treatment is desired and previous help has either been unsuccessful or lacking. The

current CBT intervention was valued by participants and led to a range of reported

positive outcomes. Our view is that sleep problems in psychiatric disorders need much

greater emphasis in research and treatment.
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